Dentigerous cyst is an odontogenic cyst of developmental origin associated with the crown of an impacted, unerupted or partially erupted tooth. It is generally discovered only on routine radiographic examination. It is usually seen as a unilocular, well-defined pericoronal radiolucent area. The cyst cavity is lined by epithelial cells derived from the reduced enamel epithelium of the tooth. This cyst remain initially completely asymptomatic unless when infected secondarily. Here, two cases of dentigerous cyst are discussed.
Introduction
Dentigerous cyst is a developmental jaw cyst associated with a crown of unerupted/impacted tooth. [1] [2] [3] [4] [5] These cysts are most often associated mandibular third molars, maxillary canines, mandibular second premolars and maxillary third molars. 3, 4, 5 They may also occur around supernumerary teeth and rarely associated with primary teeth. [2] [3] [4] [5] [6] Dentigerous cyst is the second most common type of odontogenic cysts. [1] [2] [3] It develops around the crown of unerupted tooth by expansion of its follicle, reduced enamel epithelium and the enamel of an impacted, embedded or unerupted permanent tooth. It is usually seen as a unilocular, well-defined radiolucent area attached to the tooth in the cemento-enamel junction. [2] [3] [4] The borders may be scalloped and positioned centrally or laterally on tooth crowns.
Dentigerous cysts are more common in males and frequently occur during second and third decades of life. [2] [3] [4] [5] [6] [7] Patients with dentigerous cysts have no painful symptoms unless there is an acute inflammatory exacerbation. Generally are detected only by routine radiographic examination. [5] [6] [7] [8] If the cyst reaches a greater size, swelling, mild sensitivity, tooth mobility and displacement may be observed.
The dentigerous cyst is lined by non-keratinized stratified squamous epithelium consisting of myxoid tissue, odontogenic remnants and rarely sebaceous cells. [7] [8] [9] [10] The dentigerous cyst develops from follicular epithelium, it has more potential for growth for differentiation and degeneration than a radicular cyst. Occasionally, the wall of a dentigerous cyst may give rise to a mucoepidermoid carcinoma or squamous cell carcinoma. [8] [9] [10] Radiographically dentigerous cysts show a well-defined radiolucency surrounding the crown of an unerupted tooth, which often has a sclerotic border. The usual radiographic appearance is that of a well-demarcated radiolucent lesion attached to the cervical area of an unerupted tooth. [10] [11] [12] [13] [14] The border of the lesion may be radiopaque. The radiographic differentiation between a dentigerous cyst and a normal dental follicle is based merely on size. Infected cysts show ill-defined margins. Due to the tendency for dentigerous cysts to expand rapidly, they may cause pathological fractures of jaw bones. [12] [13] [14] [15] The treatment for a dentigerous cyst is dependent on the size of the lesion. Smaller lesions should be surgically enucleated, avoiding damage to the involved permanent teeth. In case of a large cyst marsupialization is treatment of choice. 8, 10, 12, [15] [16] [17] [18] Possible complications include permanent bony deformity, or pathological fracture from its expansive destruction of bone, loss of essential permanent dentition or its innervations or development of ameloblastoma or mucoepidermoid carcinoma or squamous carcinoma from the epithelial lining of the cyst.
Case Reports Case 1
A 24 year old male patient reported to the Department of Oral Medicine & Radiology with the chief complaint of swelling on the right side of the upper part of face since 7 months. The swelling was slow growing and was not associated with any paresthesia. The rest of the history was noncontributory. General examination revealed moderately built and nourished male. Extra oral examination revealed painful swelling of size 4x3 cm on the right side of the face extending from ala of nose to 3cm above the lower border of mandible, obliterating nasolabial fold. (Fig. 1 ) The swelling appeared firm and tender on palpation. The overlying skin appeared normal. Intraoral examination revealed a firm tender swelling of size approximately 3x2.5 cm extending along 11 to 24 region. (Fig. 2 ) Hard tissue examination revealed full complement of teeth except 38 and 48. No tenderness on percussion and no mobility of teeth were observed. A provisional diagnosis of cysts / tumor of odontogenic origin were considered.
Maxillary occlusal radiograph shows well defined radiolucency of 3x2cm extending from cemeto-enamel junction of inverted supernumerary tooth in 11 to 24 regions. Root resorption of 21 is noticed. (Figure 3 ). This was confirmed with panoramic radiograph. (Fig. 4 biopsy of the above mentioned lesion. Incisional biopsy was performed and send to histopathologic examination. Histopathologic examination revealed ( Fig. 5 ) cyst, with a thin epithelial lining may be present with the fibrous connective tissue wall loosely arranged with inflammatory cells. As the lining is derived from reduced enamel epithelium, cells are cuboidal or low columnar which was ( Fig. 6 ) suggestive of odontogenic cyst -dentigerous cyst. We arrived at final diagnosis of dentigerous cyst in 21 region. 
Case 2
A 56 year old male patient reported to the Department of Oral Medicine & Radiology with the chief complaint of swelling on the left side of the jaw since 9 months. The swelling was slow growing and was not associated with any paresthesia. The rest of the history was noncontributory. General examination revealed moderately built and nourished male. Extra oral examination revealed painful swelling of size 2x1.5 cm on the right side of the mandible extending from the body region to the angle. (Fig. 7) The swelling appeared firm and tender on palpation. The overlying skin appeared normal. Intraoral examination revealed a firm tender swelling of size approximately 1.5x1.5 cm extending along 36 to 38 region. (Fig. 8 ) Hard tissue examination revealed full complement of teeth except 37, 38 and 48. Root remnants of 25 noted. No tenderness on percussion and no mobility of teeth were observed.
Panoramic radiograph was taken and shows well defined radiolucency of 2x1cm extending from pericoronal region of impacted 48. (Fig. 9 ) Patient was send to Oral & maxillofacial surgery of biopsy of above described lesion. Incisional biopsy was done and material send for histopathologic examination. Histopathologic examination revealed cyst, with a thin epithelial lining may be present with the fibrous connective tissue wall loosely arranged with inflammatory cells. The epithelial lining is derived from the reduced enamel epithelium. The cyst wall lined by are cuboidal or low columnar cells which was (Fig. 10) suggestive of odontogenic cyst -dentigerous cyst. We arrived at final diagnosis of dentigerous cyst in 48 region. 
Discussion
Dentigerous cyst is one that surrounds the crown of an unerupted tooth by expansion of the follicle and is attached to its neck of the tooth. [1] [2] [3] [4] [5] They may be associated mandibular third molars, maxillary canines, mandibular second premolars and maxillary third molars. [4] [5] [6] [7] [8] They may also occur around supernumerary teeth. They are rarely associated with primary teeth. [3] [4] [5] [6] [7] [8] In our case reports one case of dentigerous cyst occured in maxillary anterior region associated with an inverted supernumerary tooth. In the other case the cyst was associated with impacted mandibular third molar. These cysts can grow to very large size and can cause displacement of teeth in few cases. Usually dentigerous cysts are small asymptomatic lesions that are discovered on routine radiographs. Some of these cysts may grow to considerable size causing bony expansion that is usually painless until secondary infection occurs. [4] [5] [6] [7] [8] [9] [10] Radiographically the dentigerous cyst presents as welldefined unilocular pericoronal radiolucency, often with a sclerotic border. This radiolucency typically surrounds the crown of the tooth. [8] [9] [10] [11] [12] [13] Both the cases mentioned in our report are unilocular pericoronal radiolucency surrounds crown of impacted tooth. The radiographic differentiation between a dentigerous cyst and a normal dental follicle is based on size. Radiographically, a dentigerous cyst should always be differentiated from a normal dental follicle. Sometimes it may be multilocular in appearance because of the persistence of bone trabeculae within the radiolucency. [11] [12] [13] [14] [15] Infected cysts show ill-defined margins. Follicular space more than 3mm is to be considered a dentigerous cyst. Radiographically there are three types of dentigerous cyst, namely the central type, lateral type and the circumferential type. [12] [13] [14] [15] [16] [17] It may also extends down along the root surface as if the entire tooth is located within the cyst.
Dentigerous cyst may resemble odontogenic keratocyst, unicystic ameloblastoma, and ameloblastic fibroma on plain radiography. Computed tomography and Cone beam computed tomography provides important information for the differential diagnosis. 12, 17 In the non-inflamed dentigerous cyst, a thin epithelial lining may be present with the fibrous connective tissue wall loosely arranged with inflammatory cells. As the lining is derived from reduced enamel epithelium, cells are cuboidal or low columnar. In the inflamed dentigerous cyst, the epithelium usually demonstrates hyperplastic rete ridges and the fibrous cyst wall shows an inflammatory infiltrate. [3] [4] [5] [6] [7] [8] As the connective tissue wall is derived from the dental follicle of developing enamel organ, it is a loose connective tissue stroma, which is rich in acid mucopolysaccharides. 3, [6] [7] [8] [9] 13, 14 The content of the cystic lumen is usually thin watery yellow fluid and is occasionally blood tinged.
Most dentigerous cysts are treated with nucleation of the cyst and removal of the associated tooth. [16] [17] [18] Large dentigerous cysts may be treated with marsupialization. [16] [17] [18] The en nucleation and curettage might result in neuro sensory dysfunction or pre-dispose to an increased risk of pathological fracture. Occasionally dentigerous cyst may transforms to ameloblastoma, mucoepidermoid carcinoma or squamous cell carcinoma from 8, 9, [10] [11] [12] 17 The prognosis for most dentigerous cysts is usually good.
Conclusion
Dentigerous cyst is an odontogenic cyst of developmental origin. It is usually associated with the crown of an impacted, unerupted or partially erupted tooth. Usually managed by various surgical approaches and has got good prognosis.
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